THE object of this short paper, based on a series of upwA-ards of 200 cases. is to endeavour to focus attention on w-hat, in my opinion, are the fundamentals of success in extirpation of malignant neoplasms of the colon, and in particular to combat the heresy which appears to be creeping back into surgical teaching and practicenamely that multiple stage operations such as those usually classified under the term Mikulicz-Paul are preferable to axial or lateral anastomoses. It is advanced by those wA-ho favour the former methods that they are less risky for the amateur or dilettante surgeon, but since our object should be to discourage the activities of all such, this argument should carry little weight.
resection and anastomosis, is approximately double. Also it must not be ignored that every extra operative procedure adds its risk of pulmonary embolism. in these elderly patients especially.
(3) The abdominal wall is rarely so strong after the Mikulicz-Paul operation, since there is a decidedly weak area at the site of the double fistula, wN-hich frequently results in a troublesome hernia.
No surgeon to-day would attempt seriouslyT to combat the view that preliminary drainage of all cases with the slightest suspicion of obstruction or stasis is necessary, but this does not mean that such elaborate methods as those of Devine are really uisuiallv required. The failures in anastomotic operations on the colon are referable, not to an insidious peritoneal infection by the ordinary flora of the colon, but to errors of technique which result in gross leakage. If such leakage can be obviated, or limited and provided for, then the attempt at sterilization of the bowel, which is in any case chimerical, need not preoccupy us.
The properly conducted ceacostomy will do all that is necessary in most cases to (train the bowel, particularly if a very large tube of a slightly modified Winsbury-White pattern is used. This has a very wide flanged aperture as large as or larger than that of the lumen of the issuing tube; it is capable of carrying off all but solid faeces, more particularly if lavage with olive oil follow-ed by saline is employed. At the end of ten days' carefuil preparation, even in previously highly-obstructed cases, the J UN}-SURG. 1 bowel is usually absolutely empty. Finally, if the caecum is replaced within the abdomen, the tube alone protruding, at least 75% ofsuch fistulae will close spontaneously within three weeks of the major procedure. There are, however, cases in which the presence of seybalous masses throughout the colon above the obstruction makes any form of lateral drainage such as caecostomy useless. It is in these that Devine's method is preferable to the Mikulicz-Paul operation, since the total period occupied by the necessary operative stages, though greater than that required by the resection methods preceded by coeeostomy, is less than that of the Mikulicz-Paul. The necessity for preliminary drainage of the bowel in nearly all cases having been recognized, there are still a few admitting of one-stage resections. There can be no real excuse for preliminary ceecostomy in non-obstructed carcinoma of the proximal colon when age or some other form of decrepitude does not preclude it, and nothing can be smoother than the convalescence after such one-stage operations, particularly if a small caecostomy-type tube is inserted into the blind end of the transverse colon to safeguard the anastomotic line of the ileo-colostomy from any rise of intracolonic pressure. Similarly one-stage operations are often feasible for carcinoma of the transverse colon, though in this event the operation should be completed on the same principle, inserting the caecostomy tube naturally through a separate incision; it will have closed spontaneously as soon as the main abdominal wound is healed.
There still remains the problem of the resection of the bowel, particularly in the distal colon. The advocates of lateral anastomosis point to the technical difficulty of axial anastomosis and urge the danger of stricture at the site of end-to-end anastomosis. This danger appears to be greatly exaggerated, and not one instance of failure of the axial anastomosis to function satisfactorily occurred in the series under consideration, even though at the end of the operation in several cases the available lumen appeared decidedly small. Lateral anastomosis cannot be achieved in any but a small percentage of cases, if sufficient bowel is to be extirpated, and when it is feasible there is more than a possibility of trouble arising in connexion with the blind ends of the bowel, which have a remarkable tendency to become elongated and even to give rise to problems of faecal stasis.
The objections to axial anastomosis are mainly (1) that it is difficult, and (2) that it is dangerous, owing to the alleged frequency of leakage and peritonitis.
The difficulty in the technique of end-to-end anastomosis lies in the problem of mobilization and access. Mobilization, so far as the splenic flexure, descending colon, and upper sigmoid, are concerned, is a matter which is almost invariably soluble provided sufficient abdominal relaxation by the anmesthetist is associated with a thoroughly adequate incision. It is in obtaining access to a short distal portion of sigmoid or pelvic colon that the real difficulty arises. The simplest instruments facilitate those more difficult operations and it is here that the use of terminal crushing forceps-such as the Parker-Kehr pattern or some modification of it-is so valuable, much more so than Payr's clamps, which are not nearly so handy.
Surgical textbooks are curiously reticent as to what is to be done with the obtrusive appendices epiploicae, and other fat-laden tags which obscure the bowel in so many cases. If they are left in situ they interfere with satisfactory placing of sutures. If they are removed, a good deal of peritoneum is sacrificed in the process, to say nothing of the troublesome bleeding. The best course appears to be to reflect them for about 3 in. from each segment of bowel, control bleeding points with fine ligatures, and then proceed to carry out a two-layer anastomosis, cutting away with sharp scissors, after removing the Kehr forceps, the thin layer of crushed bowel which was in their grasp, and meanwhile controlling the escape of bowel contents by non-crushing forceps temporarily applied somewhat more remotely.
Nothing appears to be gained in the long run by the use of the various elaborate methods designed to achieve an aseptic anastomosis. The instruments are often less adaptable to suturing at an awkward depth and they usually introduce a danger of Section of Surgery: Sub-Section of Proctology98 reactionary haemorrhage, which is absent from the ordinary two-layer anastomosis. Lastly, unsatisfactory results in resection of the colon should not be attributed to the trivial local contamination with intestinal contents which may occur. Peritonitis and a fatal issue are not the result of local contamination but are due to two factors:
(1) Early peritonitis is due to failure to provide an adequate method of decompressing the bowel, i.e. an imperfect cacostomy, or failure to provide an extra safeguard in the form of a tube passed up from the anus, in dealing with resections low down in the sigmoid or pelvic colon.
(2) Late peritonitis is the consequence of sloughing at the suture line from failure to conserve blood supply to the bowel ends. Even this failure can be safeguarded by providing drainage in all cases down to the site of anastomosis-in nearly half of such cases a fecal fistula of lesser or greater importance develops, but in over 80% of cases it heals within three weeks, and not once in this series did it fail to close entirely spontaneously.
There is a tendency in American and continental clinics to attach much importance to the use of thread or silk sutures in large bowel anastomosis, but it is fallacious to assume that these materials have any advantage over fine catgut introduced with an atraumatic needle. Failure of union may be due to faulty methods of suture, but not to the suture material itself-far more often it is attributable to damage to the blood supply. It is one of the great virtues of the terminal crushing clamp that after removing and trimming of the crushed tissue, the quality of the blood supply to the bowel ends is revealed, and should any defect exist, the position can be remedied at once by readjusting the line of the resection. There seems little doubt that two layers of continuous sutures are adequate-the outer seromuscular, the inner throughand-through and hemostatic, but extra safety is secured by bringing any reflected tags of omentum, &c., back over the suture line with interrupted sutures.
These principles of axial anastomosis can be applied to certain growths of the recto-sigmoid, lying immediately above the peritoneal reflection, particularly in thin subjects. There is far less danger of serious infection than has been supposed, and in elderly people the scope of the extirpation is ample and the technique not prohibitively difficult in the high Trendelenburg position. The risk in suitable cases is no greater than with Hartmann's method and, of course, is infinitely less than that with the abdomino-perineal extirpation.
In conclusion: The best results in the surgical treatment of carcinoma coli are to be expected only if judgment be exercised in the choice of the appropriate operative procedure. It would be as erroneous to perform, as a routine, axial anastomoses in one or more stages, as it would be to oondemn every patient to the.prolonged miseries associated with the Mikulicz-Paul method and its numerous modifications. Finally, the very elderly patient often does well and survives into the eighties or nineties after resections of the colon which, according to strict surgical pathology, are inadequate and theoretically unjustifiable.
Discussion.-Mr. LIONEL NORBURY said that he would like to put in a word for the Mikulicz-Paul operation. He considered it to be a safe and quite efficacious method for the removal of most growths involving the iliac and pelvic portions of the colon. It was especially indicated in cases with some degree of obstruction in which the colon above the growth was distended; it was also specially indicated for elderly patients. It could not be employed for growths involving the lower portion of the pelvic colon, since it was essential to deliver the growth and to have an adequate length of bowel below the lesion to bring to the surface after removal of the growth.
It was not necessary to remove a long portion of bowel below the growth since lymphatic spread below the lesion was the exception unless all lymphatic channels draining the growth were blocked, and in such cases the growth would be inoperable.
The removal of 2 in. of bowel below the growth with its assogiated mesentery was quite sufficient to include any lymphatic spread in a downward direction. By suitable mobilization 55 981 it was possible to remove 4 to 6 in. of colon above the lesion, with its mesentery, and still bring the upper end of the divided bowel to the surface. The length of stay in hospital need not be materially prolonged, since it was unnecessary to wait many days before applying the enterotome. This could be done within the first two or three days and the continuity of the bowel restored within six or seven days after its application. Extraperitoneal closure of the colostomy could then be accomplished without delay.
He (Mr. Norbury) strongly advised the Mikulicz-Paul operation when tne surgeon was in any doubt as to the advisability or safety of primary aInastomosis after resection. A preliminary cacostomy did not always drain the colon below the splenic flexure and so primary anastomosis after resection in such cases was not devoid of risk.
Professor R. E. KELLY said that he supported Mr. Joll in advocating end-to-end anastomosis in cases of growths in the right side of the colon. When acute obstruction was not present, but the stricture had existed for some tiiiie, the diameter of the ileum approached that of the transverse colon and an end-to-end anastomosis was generally easily and safely accomplished witbout difficulty. Even if the ileum was smaller than the transverse colon the cut end could easily be enlarged by slitting the requisite distance along the anti-mesenteric border. Bursting strain on the anastomosis could always be obviated by the insertion of a catheter a few inches proximal to the anastomosis on the right side and a small Paul's tube on the left side.
Post-Anal so-called " Pilonidal " Sinus By A. HEDLEY WHYTE, M.S.
A CYST or a sinus lined in part by stratified squamous epithelium and in part by granulation tissue, which may contain hair, is situated in the mid-line just above the coccyx, does not communicate with the rectum, and usually is not recognized until after puberty, may be given one of a variety of names. In this country we commonly use the terms " post-anal dermoid ", " coccygeal and sacro-coccygeal cysts and sinuses ", and also " sinuses in the sacro-coccygeal region ". In America the commonest title used is " pilonidal cyst ". although the adjectives " pilous " and pilodermal " are frequently noted. None of these names is entirely satisfactory. For a considerable time hairy nests in the sacro-coccygeal region have been described in American literature. Lynn Wilson and Ferguson and Mecray quote A. W. Anderson of Gray, Maine, as having first described the condition in 1847 in the Boston Medical and Surgical Journal. His patient was a young man, aged 21 years, who said he had " a scrofulous sore on his back which he believed would use him up ". From the " ulcer " Dr. Anderson extracted hair.
Twenty years later Warren writes about "pilonidal cysts ", although Hodges is usually given the credit for coining the word "pilonidal " in 1882.
For a considerable time nothing is noticed in the literature, although Goodsall and Miles in 1900 devote a chapter in their book to a condition which they call " sinus over the sacrum or coccyx ". They do not recognize its true nature, attributing eight of their cases to trauma. However, during the last fifteen years there have been many articles written in American journals and in this country. Lockhart-Mummery in 1921 wrote about the congenital origin of these cysts, and in 1929 published a photomicrograph in the Proceedings. Gabriel, in his excellent book, and Newell, in an informative article, give interesting accounts of their cases.
In a typical case a young adult in the twenties notices a lump forming in the sacro-coccygeal region. It may follow, or be in some way associated with, an accident. It may cause very little inconvenience for some time, or may quickly become painful, enlarge, redden, fluctuate, and discharge. The discharge is at first either watery or purulent, and if first watery, soon becomes purulent and frequently foul-smelling. After some time the sinus heals, and may remain healed for a considerable time before
